of the peripheral vascular system. In the case herein described the hematoma was in the medial layers of the aorta and common iliac arteries. The occurrence of such a dissection during operative exposture of thrombotic occlusive disease of the aortoiliac system is apparently uniquie; its successful surgical correction is the reason for this report.
A 63-year-old Caucasian woman, referred by Dr. Irving S. Wright, was admitted to The New York Hospital on September 22, 1963, complaining of bilateral claudications of the lower back, buttock, and hip to calf of 1 year's duration. Recently, the leg pains had become so severe that she was unable to walk more than a few steps. The heart was normal in size;
Figure 1
Left. Intravenotus abdominal aortogram revealing occlusion of the abdominal aorta distal to the renal arteries. Collateral arterial channels are evident in the loweer abdotmien andl pelvis. Right. Patent, buit small common femoral arteries are seen irn the pelvis. Circ20lctiouno Volume KXX, Augurs 1964 the blood pressure was 168/80 mm. Hg. The electrocardiogram was normal except for low amplitude in the limb leads. The femoral pulses were barely palpable, and the popliteal and dorsalis pedis pulsations were absent. Intravenous abdominal aortography and periph-eral arteriography3 disclosed complete occlusion of the abdominal aorta 3 cm. beyond intact renal arteries. illner-ouis collateral channels in the lower abdomen and pelvis opacified the distal portions of the common iliac and femoral arteries, svhich were small in caliber. Both suiperficial femoral arteries were well vistualized to below the knees (figs. 1 and 2). These vessels were also of small caliber but were regular and smooth.
On September 30, 1963, the abdomen was explored. While the aorta was exposed and prior to any major dissection arounid it, a most astounding event occurred. Suiddenly, a slowly advancing pulsatile wave passed down the aorta beginning just distal to the renal vein. It took approximately 30 seconds to travel from the renal vein down to the level of the bifurcation of the aorta; it became evident that the patient vas laving sponitaneouis Photogr.aph of fat onalirn-fixed resectedl aortoiliac specimren. Arruv indicates lissecting hematofma. dissectinig hematoma of the aorta. The two common iliac arteries just distal to the aortic bifuircation were grasped manually. Once this lhad been accomplislhed, Blalock clamps were placed on each of the common iliae arteries proximal to their bifurcations. At this point, it was determined that the patient's vital signs had not changed, that th.e dissection did not extend beyond the Blalock clamps, and that the renal arteries were not involved. Accordingly, resection of the distal aorta with aortic bifurcation and proximal portions of the common iliac arteries was undertaken. A Teflon __ aortic bifurcation graft (1P inches in diameter) was then sutured in end-to-end fashion to Circulll on, VIolt"ie X X,X (11 1964 was also occluded. Microscopic study of the abdominal aorta disclosed marked thickening of the intima, subintimal fibrosis, and marked luminal occlusion by calcified plaques (fig.  6 ). Separation of the muscularis coat by hemorrhage filled two thirds of the circumference of the aorta. Cholesterol clefts and frayed intima were prominent. The common iliac arteries showed marked increase in the subintimal fibrosis, which filled three quarters of the lumen. Hemorrhage and dissecting hematoma of the muscularis layer were evident ( fig. 6 ).
Harvey gave complete satisfaction in the performance of his duties at St. Bartholomew's hospital. In 1613 he was elected censor, which meant that with three other persons he decided who should be granted permission to practice medicine in London and its environs. By the time he was 35 he was elected fellow of the College of Physicians, and he grew every year in his colleagues' estimation. He was called upon to occupy a property consisting of two houses and a garden adjoining the hospital so he cou,ld be closer to his work. Two years later he embarked upon his lectures on surgery and anatomy as fuli professor.
The lectures took place in accordance with strict ritual. The attendant greeted the arrivals according to their rank, accompanied by phrases such as ". . . be pleased to attend . . .", or "Our Masters desire your company in your gown and flat cap Harvey had to stand beside the body in his doctor's cap, white linen apron and white cotton gloves, of which there were several clean pairs on hand in case of soiling. He gestured with animation and poinited to the part in question with a small rod made of whale bone with a silver handle, while his assistant, also a physician, performed the necessary tasks.... He was confused by all the contradictory theories, which often seemed so lacking of any proof. Some said that murky vapors left the body through the pores of the skin. But he had never seen any such thing. Another thing he found odd was the assertion that blood takes on air through the pores of the skin. But what if a person is immersed in water? How would the skin be able to take on air then? And again, how strange was the assertion that when the arteries enlarged rhythmically with each pulse beat, this took place by their own action. But if this were so, then the arteries should suck in, unlike what one saw when one opened an artery-which showed that the artery did not suck in but pressed out: in other words, that the blood is expelled from within. Such expulsion, however, could only take place if during the period of rhythmical dilation the wall of the artery is enlarged as a result of an increase of the pressure inside the artery, the pressure deriving from quite far from the heart. 
